Mr. LOWNDES YATES said that it was worth while, previous to the operation, to introduce into the antrum some material opaque to X-rays, such as bismuth. By this means the presence or absence of polypi or of new growth within the antrum could be ascertained, and, if such growths were absent, the Caldwell-Luc operation might be replaced by a more simple procedure.
Mr. LOWNDES YATES said that it was worth while, previous to the operation, to introduce into the antrum some material opaque to X-rays, such as bismuth. By this means the presence or absence of polypi or of new growth within the antrum could be ascertained, and, if such growths were absent, the Caldwell-Luc operation might be replaced by a more simple procedure.
The opaque material escaped in due course from the antrum, and if bismuth was employed, its temporary presence not infrequently had a beneficial effect upon the condition of the antrum.
Mr. THACKER NEVILLE said he had had maxillary sinusitis for ten years, and had undergone an intranasal operation, but had obtained no relief until the anterior end of the turbinate had been removed. This latter procedure had transformed his life. In his practice he followed the Bordeaux school, i.e., he curetted after a Caldwell-Luc operation. It was easy to fill the maxillary sinus with lipiodol by means of negative pressure; he had filled even the frontal sinus by negative pressure in this way. For comfort in acute sinusitis he recommended the radiant lamp (after operation). It was better to apply 25% argyrol than to wash out. Pain and discomfort followed washing out, and if anything except normal saline solution was used, the procedure caused tinnitus.
Mr. F. J. CLEMINSON said that during a period of seven years, after simple washing out of the antrum he had left a certain quantity of a 10% solution of argyrol in the cavity, and in proportion to the number of cases he had treated, the number operated upon had dropped to about 30%. Thus this procedure seemed to have a definite effect in clearing up the suppuration. He agreed with Mr. Thacker Neville that the only lotion which should be used for the purpose of antral lavage was normal saline solution.
Mr. N. S. CARRUTHERS said that he saw a large number of children with antral infection and asked Mr. Barwell if he dealt with children by the same operative procedure as that which he had adopted in the case of adults.
Mr. BARWELL, in reply, said that he did not see many cases of antral suppuration in young children, but in those which he saw, he was accustomed to open the antrum intranasally by the same method as that employed for adults; this would be found quite practicable with appropriate instruments.
With regard to limpet crusts in the antrum, he recalled to Mr. Tilley a case in which an intranasal operation was carried out by a Member of this Section twelve years before. The intranasal opening had closed, and the antrum had suppurated again. Many senior colleagues had, at that time, been prepared to say that the Caldwell-Luc operation was the correct treatment. That showed how circumstances had changed. He (the speaker) had performed the Caldwell-Luc operation in that case, and still there were limpet crusts.
He kept his antral incision far back; the anterior opening appeared to lead to more dryness and more crusting than did an opening made more posteriorly. He agreed that with the anterior opening it was easier to put in a cannula, and that the suppuration cleared more quickly, but the after-results as to crusting and general comfort were not so good.
Referred Pain of Nasal Sinus Inflammation.
IT is well known and is taught by clinicians that visceral pain may be referred to a point altogether remote from the affected organ, and may give rise to symptoms which may lead the observer completely astray. The lack of this knowledge may be a cause of unnecessary suffering and a risk to the patient's life. This particular subject which I am bringing before the Section relates to the nasal sinuses. As the pain in a particular situation may be such as to be caused by diseases other than that of the nasal sinuses, one is not justified in describing it as pain propter quod until, by exhaustive examination, the true seat of the affection is located. The nerve mainly concerned is the fifth nerve. It arises by two roots, a small anterior motor root to the muscles of mastication and a larger posterior sensory root upon which is the Gasserian ganglion. The three divisions of the nerve arise from this ganglion. The upper two, the ophthalmic and maxillary, are entirely sensory, the lower mandibular, with whichi3 incorporated the motor root, is in part sensory and in part motor. Four small synapses or ganglia are situated in relation to these three divisions:
(1) The ophthalmic or ciliary; its contacts are: motor, with the third nerve, sympathetic, with the cavernous plexus, and sensory, with the ophthalmic division distribution.
(2) The spheno-palatine-or Meckel's ganglion-has its contact with the Vidian which is both motor and sensory: sympathetic, from the carotid plexus, motor, from the facial, sensory, from the maxillary.
(3) The otic ganglion has its contacts with the mandibular branch, which is both motor and sensory, and with the facial and glossopharyngeal nerves. Pain.-Pain is a definite sensation; visceral pain is due to the distension of the viscus. In the referred pain of nasal sinus disease there may be no distension. The position of the pain in nasal sinus disease may also be the position in distant visceral diseases, in the anaemias and in the' case of eye-strain and carious teeth.
The position and severity of the pain do not appear to depend, in all cases, on the severity of the inflamed sinus. In the case of the maxillary antrum, the position of the pain is very definite and constant. It is invariably in the ear, in front of the tragus and over the mastoid antrum and tip. It must not be supposed that it is always present in all these situations in any one case.
In the frontal sinus the pain will depend upon whether the duct is entirely or only partially closed, and whether the case is one of empyema of the sinus or not. In treating these cases we must be guided by the stage of the disease, but treatment should be on conservative lines, bearing in mind the physiology of the nasal sinuses. At the same time, when radical measures are necessary, they must be fearlessly adopted.
Di8cus8ion.-The PRESIDENT said that he could only recall two cases which had a bearing on this paper. In the first, the patient, a woman, complained of acute pain over the mastoid; apparently there was no ear disease, and the tympanic membrane was normal. The pain was so acute at times that she could not sleep. This had continued for some weeks, and it was decided to open the mastoid. The cause of the pain was sphenoidal sinus suppuration; when the sphenoidal sinus had been opened and drained, the pain disappeared.
In the second case a temporary house-surgeon had telephoned asking him to come at once to see a patient with acute mastoid inflammation. He (the speaker) had doubts as to the diagnosis and asked some questions. The tympanic membrane was normal, there was no ear discharge, the temperature was 990 F. On the next day the patient was much the same. The cause of the pain was a carious upper molar tooth, the extraction of which effected a cure almost immediately.
Mr. THACKER NEVILLE said he had had a female patient with pain in the bridge of the nose. By ordinary examination he could not find anything the matter with the sinuses. He sent the patient to a physician, who kept her under treatment for three months, but she was no better afterwards. He (the speaker) then punctured the maxillary sinus, which he found to be full of pus.
Mr. W. T. GARDINER said that in any case in which the patient complained of a fixed headache, especially if this was always in the same situation, sinus disease should be strongly suspected. He had had a patient who had terrible pain in the mastoid, and her doctor had said a mastoid operation was required. The tympanic membrane was normal and there was no hearing defect. Her mouth was full of carious teeth, and he (the speaker) advised her to see a dentist. After the bad teeth had been extracted, the mastoid pain disappeared. In acute cases the scalp tenderness was so marked that even brushing the hair the wrong way gave keen suffering. A very good work dealing with the localization of headaches and eyedisorders of nasal origin had been written by Sluder.
Mr. HERBERT TILLEY said that recently he had read a paper before the Section of Otology on " Earache of Reflex Origin."' In that communication he had demonstrated the nerve connexion by which a lesion of the sphenoidal sinus might cause pain to be felt in the ear of the same side.
[Mr. Tilley then gave details of a case (first recorded at the Leicester Meeting of the British Medical Association in 1902) in which severe attacks of earache were caused by chronic suppuration in the left sphenoidal sinus. The symptom was completely cured by the free drainage of the sinus.] Dr. P. WATSON-WILLIAMS said he did not agree with Dr. Gibb on all the points he had suggested as to pain in a particular region being pathognomonic of involvement of particular sinuses. He had had a case, like that mentioned by Mr. Tilley, in which pain due to sphenoidal sinusitis had been referred to the ear. The patient was a boy aged 14, who probably had bad an attack of influenza. He (the speaker) was asked to perform a mastoid operation because of the severe pain in the ear. Nothing could be found wrong with the ear, but he suggested that there might be a sphenoidal sinus infection, asking that he should be allowed to explore the sinus if the pain continued. The pain in the ear continuing, Mr. A. Cheatle was called in and asked to do a mastoid operation, but he also found nothing wrong with the ear, though he could not account for the pain. The boy became worse, and at last Sir Victor Horsley was sent for, and he found that there was general meningitis, so that any operation was useless. Shortly afterwards the patient died. At the autopsy there was found to be suppuration round an infected sphenoidal sinus.
In other cases of sphenoidal sinus infection he had found the pain referred to the frontal sinus region. As soon as a little cocaine was put into the sphenoidal sinus, the pain in the corresponding supra-orbital region disappeared.
In many cases of maxillary antral sinusitis the patients complained of occipital pain and, in many cases, of stiffness in the neck below the occiput.
Dr. GAVIN YOUNG said he wondered whether Dr. Gibb referred to the possibly nervous origin of this sphenoidal sinus pain. Seven years ago he (the speaker) had carried out a number of dissections to demonstrate the relationship of the sphenoidal sinus to other parts. It was interesting to see its relationship to the Vidian nerve. The Vidian canal ran along the floor of the sinus, but in some cases there were dehiscences in the roof of the canal; so that there were only the lining of the canal and the mucosa of the sphenoidal sinus between the nerve and the sinus contents, if any. He had worked out the possible nerve distribution, and concluded that it was the deep or superficial petrosal nerve to the otic ganglion which might have caused the earache.
With regard to carious teeth as a cause of pain, it was not sufficient to find the patient edentulous; this condition did not exclude the jaws as a possibie cause. He remembered three patients who suffered from earache, and though they were edentulous, X-ray examination had shown stumps of teeth remaining in the jaws. In one case they had been there twenty-three years. Removal of those stumps had cured the earache at once.
Mr. NORMAN PATTERSON said that some years ago a medical friend had consulted him on account of severe supra-orbital neuralgia on the right side. The patient felt convinced that he had frontal sinus trouble. There was nothing wrong in the nose, but the usual deflected septum. He (the speaker) had found a tender lower molar tooth, and had advised its removal. After the extraction of this tooth the pain had immediately disappeared.
Dr. GIBB, in reply, said that the main purpose of his paper was to make it clear that pain referred from nasal sinus disease was frequently regarded as headache, and so the culpability of the sinus was overlooked. Many such cases of the kind were in the hands of physicians, and various pills and potions were administered, but cure could only be effected by attention to the sinus-unless of course the teeth were the cause of the trouble. It was quite true that the patients in these cases had pain and tenderness even when the hair was brushed. One of his own patients had complained of this pain. Nothing wrong could be found in the nose, except that there was an enlarged middle turbinal. Transillumination was negative. The pain was so intense that it caused vomiting, and the patient was told that he had migraine. He (the speaker) proposed to explore the sinus, and asked that, if anything positive was found, he should be allowed to proceed to do what was needed. The patient agreed, but a blank was drawn in the antrum. On puncturing the anterior ethmoidal cells he drew off flocculi of pus. He removed half the middle turbinal, which was polypoid, and gently opened the ethmoid cells. Next day the pain had gone from the forehead, though it still persisted in the face, and the pain behind the sternum was so severe at night that it caused the patient to get out of bed. He was treated for gastritis. There was no hypersensitiveness in the skin over the abdominal organs. He (Dr. Gibb) concluded that there was spasm of the lower cesophagus. Eructations of wind brought relief. Since the operation the pain in the head and in the stomach had gone. Probably drainage of the antrum would prevent continued infection of the ethmoid, if the antrum were affected also.
One often saw cases in which the teeth were the offending cause. In one, in which the pain was supposed to be due to acute mastoid disease, there was an abscess of the second molar in the lower jaw; the ear and mastoid were innocent.
He believed that if the sinus was intensely affected there was an overflow of pain in the occiput, but he had not seen a case in which a sphenoidal sinus affection caused reflex pain in the ear or mastoid. Still, he would not be surprised if it did so, because Meckel's ganglion furnished a branch to the sphenoidal sinus, and that ganglion had contact with the carotid plexus, which in turn was in contact with the otic ganglion. Thus there might easily be an overflow of pain in any direction. If a sinus was infected, he thought there was a definite area of pain, but this was not so in the case of the teeth, because the conditions were so intense that an overflow of pain occurred.
Morphine-Scopolamine Narco-Anasthesia in Nasal Operations. second dose is never administered unless the patient is awake and alert one hour after the first dose is administered.
The average weight of the patients receiving the first dose was 9 st. 3 lb. The average weight of those receiving the second dose was 7 st. 2 lb. The eyes are covered with cotton wool and bandaged after the first dose is administered
